
Of surgeons who had performed more than 10 000 cases of
phaco-emulsification surgery, 33% (n = 7) used TIA, 28%
(n = 5) used sub-Tenons, 19% (n = 4) used topical only and
17% (n = 3) used peribulbar. Respondents using TIA as their
preferred technique cited reasons for their choice: efficacy,
speed, safety (avoid muscle palsy, globe perforation, orbital
haemorrhage), cosmesis (white eye, quicker resolution of swell-
ing) and ability of the patient to cooperate intraoperatively and
see the same day. The role of sedation with TIA was not
addressed specifically in this survey but we aim to address this
in a future enquiry.

The results of this survey demonstrate that TIA was the most
popular anaesthetic technique overall (30%) and amongst high
volume surgeons (33%). However, 61% of respondents indi-
cated that they were not supervised with TIA during their train-
ing. Hence, it is clear that there is a need for a formal teaching
module at RVEEH to confidently equip ophthalmic trainees
with the necessary skills to safely perform this technique.
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Topical non-steroidal anti-inflammatory drugs are not the
mainstay of prophylaxis and treatment for pseudophakic cystoid
macular oedema

We read with interest the review by Han et al1 However, we
would like to highlight several aspects of the quoted litera-
ture which may be misconstrued.

The authors have stated in both their abstract and conclu-
sion that “Topical NSAIDs [non-steroidal anti-inflammatory
drugs] remain the mainstay of prophylaxis and treatment of
PCMO [pseudophakic cystoid macular oedema].” This is
not supported by the content of the review and has the
potential to mislead its audience.

Han et al referenced a Cochrane systematic review which
examined the role of NSAIDs as prophylaxis against PCMO.2

The authors graded the level of evidence as very low to low-

certainty and reported concerns surrounding biases in all
reviewed studies identified in the existing literature. Lim et al
have further cautioned that any possible efficacy demon-
strated as part of this analysis may be exaggerated given the
study designs employed.

A systematic review by Kessel et al was further cited to
provide evidence to support the preferential use of NSAIDs
compared to corticosteroids.3 Although the original article rec-
ommended that NSAIDs should be started before planned sur-
gery and that the use of NSAIDs after cataract surgery may
prevent inflammation and macular oedema, these recommenda-
tions were not supported by their review. Following a challenge,
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this was later clarified in a subsequent reply.4 Most significantly,
the review did not factor in potential discrepancies between
treatment arms of included studies, where topical NSAIDS were
preferentially dosed and compared against lower potency topical
corticosteroid formulations. For example, the majority of studies
reviewed by Kessel et al used fluorometholone 0.1%, which has
very poor penetration into the aqueous and is essentially a sur-
face corticosteroid. This review therefore does not accurately
reflect real-life practice patterns.

In a similar fashion, the PREMED study quoted was unable
to show a visual benefit in patients assigned to receive NSAIDs.
This is not surprising since PCMO often resolves spontaneously
and can be compatible in mild to moderate cases with good
vision. Further, there is no standard means to diagnose PCMO
and thus definitions and incidence vary widely among published
studies. We agree with the authors' suggestion that confusion
surrounding the use of NSAIDs may have arisen from the lack
of an accepted diagnostic criteria for PCMO.

The article by Donnenfeld et al has also been included as
evidence that PCMO was lower in groups where NSAIDs
were commenced between 1 and 3 days preoperatively.5 How-
ever, evaluation for the presence of PCMO was performed at
2 weeks post-operatively in this study, which may be early for
the identification of PCMO, which typically peaks at 4 to
6 weeks post-operatively. Furthermore, preoperative structural
macular imaging was not performed in these patients to defini-
tively exclude pre-existing macular oedema. The original
authors have also noted that differences were not significant
on statistical testing. We feel that the clinical impact and sig-
nificance of this reference is overstated and may mislead
readers.

The review article does allude to the challenges faced in
providing advice on prophylaxis of PCMO when citing the
report by the American Academy of Ophthalmology. A subse-
quently published editorial by the same author however
questioned how prescribing NSAIDs for routine cataract sur-
gery had become popularized without compelling evidence of
visual benefit to patients.6

The authors have provided a significant review of a complex
topic. However, the statement that topical NSAIDs remain the
mainstay in the prophylaxis and treatment of PCMO is not
supported by the literature reviewed. We hope that this letter
may raise awareness of these issues to the readership.
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